Developing an International Health capability and training professionals to work with health at the international level have been concerns of the Fiocruz for over a decade.
of "Health for All" depended fundamentally on "international actions". Since then, the WHO and its branches have always addressed health issues from an international technical cooperation standpoint, even though the approach to fulfilling that mission has changed over the years (BROWN, 2006; FIDLER, 2004) . Meanwhile, the Pan-American Health Organisation (PAHO), practically ever since it was founded, has endeavoured to delimit a specific field of practice and capacity-building in "international health" and, in the 1990s, this term consolidated with a more comprehensive meaning, although the name remained unchanged (PAHO, 1992) . It was argued at the time that there was a need to reconsider the traditional conception of "international health".
In 1992, Mario Rovere and Ulysses Panisset were arguing, in view of internationalisation and globalisation processes, that the central issue in the international health dimension was the power differentials among nation-states, which were reflected in a two-way process: international health was determined by the outcome of negotiations in the international relations domain, at the same time as international health issues influenced such negotiations (ROVERE, 1992; PANISSET, 1992) . In 1998, Charles Godue underlined the need to acknowledge the growing extent of the conflict inherent to international relations (the need to reconcile national interests and international dynamics) as one of the most important considerations in thinking about international health. From this standpoint, Godue argued that there was a need to go beyond the traditional conception of "international health", historically very much centred on international health cooperation, because it tended to represent this field as an expression of 'goodwill' [solidarity] and 'good faith' among peoples, and failed to express or deliberately concealed the particular and hegemonic interests and intentions that permeate relations among countries in a dynamics of permanent dispute to gain or maintain power in the international arena (GODUE, 1998, p.28) .
Other authors argued that the field referred to as "international health" had always centred on the -mainly economic -impacts of globalisation processes on the health of populations, but that the attention directed to relations between globalisation and health received different emphases that changed with place and time (LEE et al., 2002, p.10-11) .
Initially, the key concern related to the threat of nationstates' borders being "invaded" by external agents with an impact on their populations' health, i.e. external threats such as infectious diseases, risk of epidemics (or pandemics) and environmental risks; biological and chemical weapons;
human migration and drug trafficking, and others. To these were later added the differentiated and unequal problems that current globalisation processes have caused to the health of populations, addressing which extends beyond nationstates' borders and overlaps into the realm of international relations. Accordingly, the emphasis shifted to the relationship between world economic development and health; to the effects of macroeconomic adjustment on people's lives and health and role of international organisations in that process; and to multilateral international trade agreements and global financial and trade flows involving the production and commercialisation of goods and services (such as drugs, medical equipment, medical care services) and so on. Two major issues also overlap into this set of problems:
the diminishing autonomy of nation-states to set their own policies and the impossibility of their solving, on their own, certain problems that are beyond the scope of their decisionmaking 4 . This wider focus was considered to justify changing the term to "global health", in place of the former "international health", in addition to signalling the need to formulate a global health policy (LEE et al., 2002) .
In 2000, in a discussion over new avenues for the WHO to regain its "sovereignty" to respond to the new world conjuncture and its lost leadership in health sector stewardship, Kickbusch drew attention to the need to formulate a "global public health policy" (p.984-5), which would aim to reinforce rather than replace national health policies, underlining the interactive dynamics between the two spheres -national and international -in a context of global accountability. She regarded the "global" dimension as entailing not only greater interdependence, but also a new field of action that could be readily resolved to the national level, because the issues inherent to it reached across national borders (KICKBUSCH, 1999) . Accordingly, a global health policy was inter-sectoral by definition and had to be interlinked with other policy areas, such as trade, intellectual property, food security, human rights (both fundamental and group-specific rights) and others.
Here accountability is the process of making the various different actors more responsible for their acts nationally and internationally (KICKBUSCH, 2000) .
This dynamics also changed the role of the international -and particularly intergovernmental -organisations, such as the WHO, because "global health policy" extends across geographical boundaries, relating to populations in general and to specific groups (i.e. the elderly, youth, women, the excluded in general) rather than to the interests of the organisation's individual member states. However, the global health agenda had to be drawn up in such a way as to draw nation-states into acting jointly, as had already been done for some time in relation to the environment (KICKBUSCH, 2000, p.985) .
Let it be added that although the global health agenda should disregard geographical boundaries, it cannot ignore geopolitical "boundaries" that define the power differentials between nation-states and thence their greater or lesser ability to mobilise resources to defend their particular interests and to negotiate in partnering and alliance-building in specific situations. Brown et al. (2006) consider the expression "global health" not to be recent invention, although until recently its use was linked and limited to the "fear of epidemics", besides its being used sporadically in official declarations and documents generally in relation to combating specific diseases (p.625). In their review regarding a possible transition from 'international' to 'global' health, they reiterate that the latter is "transnational" and emerged as part of a broader historical and political process surrounding the dynamics by which public health has globalised in recent decades.
By 1999, Chen et al. were arguing that globalisation, with its multiple impacts, was driving processes that structured health as a "global public good" and that two dynamics were contributing to that: a greater "international transfer of risks"
and "the growing threats to common natural resources".
Global public goods are defined by KAUL (1999) as those having non-excludable, non-rival benefits and spanning across borders, generations and populations. Included in this category are natural global goods (such as the ozone layer), man-made global goods (such as information and knowledge) and goods resulting from global policies (such as peace and health). Each category of global public good is seen to face specific political challenges: natural goods face under-utilisation and wastage; man-made goods are underutilised or inaccessible to large parts of the world's population; and health and other goods regarded as resulting from global policies are in short supply and difficult to accomplish. Deneulin and Townsend (2006) argue that, unlike common public goods, global public goods can only be achieved by the collectivity, then to be shared individually by its members. Starting from the concept of "common goods"
(synonymous with what Taylor, 1995, called "irreducibly social goods") and in contrast to it, the authors define "global public goods" as those that inhere in common constitutive action, rather than being its product, and the non-excludable and non-rival qualities of classic public goods are aspects of the generation of global public goods (p.12) Kickbusch (2000) reports that, as early as 1998, Reinicke had advanced in formulating the notion of constructing "networks of governance", which leads into the concept of global health governance. In order to structure this environment for change, implementation of a global public policy would depend on two kinds of input -vertical ("thinking globally and acting locally") and horizontal (which would entail constructing public-private partnerships in such a way as to leverage each partner's best capabilities in the given circumstances) (p.228). The challenge for accountability was seen to reside in bringing "divergent" actors to work in a "network of joint accountability", which would reflect the interplay of vertical and horizontal power relations (p.984-5). The same author sees this as redefining the focus of the WHO's responsibility, reaffirming its mission in favour of public health rather than the interests of its member nation-states and constituting a new opportunity to strengthen its historical vocation of steering the health sector at the international level.
Meanwhile, Deneulin and Townsend (2006) add that the idea of global governance does not entail setting up either a supra-national world government or institutions with "superpowers", but rather increasing the coherence, effectiveness and legitimacy of already existing international institutions with a view to identifying and filling the gaps in the multilateral institutions' regulatory architecture. In order for global governance to be effective its multilateral institutionalisation, as well as partnering with new non-state or international actors, must follow new rules. Also, as it is neither possible nor desirable to govern without the nation-states, they would be the key actors in this dynamics, but would have to "share their sovereignty". Thus, the international institutions and mechanisms should complement the actions of local, regional or national governments and responsibility should never be exclusively any of those institutions'. There should therefore be democratic participation by various actors, including nonstate actors, in a legitimate and globally accepted order.
Such "global governance" would make it possible to provide "global public goods" on the basis of international instruments (accords and conventions) negotiated and signed by the various countries' governments and relating to specifically problematical issues of global interest. Potentially, such instruments could function to leverage improvements in global health issues. Signing them, however, does not oblige governments and countries to assume any specific responsibility for implementing related policies, which considerably reduces their effectiveness.
In short, "global health governance" is defined in various manners, but for some years now the term has reflected an important endeavour at the international level to establish greater control over risks that can affect public health globally and to introduce mechanisms to coordinate external donors and aid.
As regards "health diplomacy", the term emerged more recently, at the start of this century. Certain authors have taken the lead not only in using the term, but also constructing a definition and, most importantly, recording the facts and mechanisms that are shaping how it is applied in practice. Kickbusch et al. (2007) In general terms then, the expression "global health" is being used in different ways and interlinks these new concepts: a) to refer to the manner of addressing the need to combat endemic and epidemic diseases (e.g. HIV/Aids, tuberculosis, malaria), particularly in the countries of the South, and also to the manner of controlling health risks, including those of pandemics (e.g. avian flu, A-H1N1 flu), not uncommonly on a "global security" approach; b) to analyse the impacts of globalisation on public health, focussing centrally on health policy at the national level and how it interacts with the international level, on the possibility of generating a "global health policy", including here the discussion of "global public goods"
and "global governance"; c) to discuss paths by which to achieve a "more equitable globalisation" in health terms, centring primarily on the discussion of macroeconomic issues and subsequently on determinants of health; or also d) to build political strength with a view to structuring "a global struggle for health".
The approaches taken to discussing these issues are varied and range from more narrower, functionalist views to broad humanist perspectives, as well as approaches grounded in history, political science and political economy.
On the basis of these references -and for the purposes of this capacity-building -global health is understood as "the outcome of permanent, reciprocal influence between international relations and health problems, which permits the study of national and international determinants of public health to be approached from a broader and more complete perspective involving knowledge from various different disciplines, with a view to proposing the adoption of social policies directed to solutions for these problems" (GRUPO DE SALUD INTERNACIONAL, 1998, p.9) 12 . Accordingly, global health refers to the area (or field of knowledge) that addresses the international issues that impact, or are reflected in, the health of people and populations and require specific policy In short, with these new concepts, attention is being drawn -in one way or another, and taking the processes of globalisation and internationalisation as the frame of reference -to the need to acknowledge that one of the most important aspects of thinking about global health and health diplomacy is the increasing and intrinsic conflict between international relations and the exercise of safeguarding national interests.
This worsening conflict is regarded as connected with the asymmetrical distribution of power among nation-states, which is leveraged in turn by globalisation, resulting in unequal ability to influence the global system (ROVERE, 1992; GODUE, 1998; PANISSET, 1999; LEE et al., 2002) .
Specific interventions and policies are therefore necessary to address this complexity which has global effects on the health of populations in various different parts of the world, but to date not enough knowledge is being produced nor human resources capacitated to deal with these new realities.
The core issue and analitical focus: relations between globalisation and health
Since the mid-1990s relations between globalisation and health have received increasing attention and, since the end of that decade, there has been rapidly expanding interest in producing knowledge on the subject, and also a proliferation of courses and workshops designed to train and build capacity to deal with the issues posed by such relations in the fields of both health and diplomacy.
As regards the generic term "globalisation", some authors use it to refer to a longstanding process inherent to capitalism, while others see it as a new, multifaceted phenomenon with a number of interconnected dimensions. In fact, these perceptions complement each other, because the growing interdependence among the world's economies is indeed a longstanding phenomenon and inherent to capitalism, but the recent aspects of globalisation are neither "natural" phenomena nor inexorable dynamics, but rather are actively produced in specific political and economic conjunctures (TAVARES & MELIN, 1998) and have serious repercussions in the economic, social, political and cultural fields.
While the precise meaning of the term "globalisation" is the subject of debates and theoretical disputes, there is a consensus that the development and evolution of globalisation over recent decades have profoundly transformed the world context in all spheres of people's lives everywhere on the planet.
For the purposes of this paper, globalisation is understood as a complex process involving the intensification of world interactions over the past three decades and affecting all (FIORI, 1999, p.14-5) . nation-states' ability to redefine their policies (GILPIN, 1993; MALLOY, 1993; KAUFMAN, 1995) . This all serves to identify an important rearrangement in the power to conduct the global dynamics.
The prescriptions drawn from these premises were applied There has also been an increase in donations and humanitarian aid to address social and health issues, while the agreements, treaties and instruments that regulate relations among countries have become increasingly complex. These are recent phenomena resulting from the measures taken to surmount the problems brought on by this dynamics (GARRETT, 2007; FiORI, 2004 FiORI, , 2007 , 1995, 1996, 1997; 2002a, b; 2006 On completion of each unit, the students were evaluated by written examination or specific project.
Preparation of the course final project (CFP) was allocated 100 hours. Each student worked on a theme/problem that was important or had to be addressed in their work and was advised by a tutor specifically designated for the purpose. The 
To conclude
The brief discussion presented in this paper attests to the "emergence of new objects of study in the collective health field, known generically by the terms "global health"
and "health diplomacy" (ALMEIDA et al., 2007 (ALMEIDA et al., -2008 , but which also include other concepts, such as "global public Box -Aims of the 1St specialisation Course in Global Health and Health Diplomacy
Overall Aim
To prepare students to analyse and discuss the relations between the dynamics of globalisation and its impact on health policies, health and social protection systems and public health at the national and international levels.
Specific Aims
To prepare students to 1) Analyse and discuss the ways globalisation is impacting on health policies, health systems and the health of populations (at the national level).
2) Analyse and discuss what policies (at the national and global levels) are needed to meet the challenges posed by globalisation processes and to avert (or at least minimise) the related burden on the health of populations.
3) Analyse and discuss Global Health-related issues that impact on international relations.
4) Identify and analyse Global Health-related
issues that are intrinsic to international relations.
5) Develop the knowledge necessary to inform
the debate over international relations and health.
6) Support decision-making to construct and implement policies designed to help achieve greater equity in health systems and to protect global public goods that can contribute to the wellbeing of humankind. Notes 1. For a more detailed discussion of global health and health diplomacy as new objects of study in collective health, see Almeida et al (2007 Almeida et al ( -2008 4. This line of argument was adapted from Lee et al., 2002, with the addition of the author's view of this discussion.
5. The definition of common goods is: "A characteristic of common goods is that they cannot be chosen by individuals alone. They can neither be constructed by individuals separately, nor are they a collectively generated 'resource bank' available to individuals to choose, or not choose, from. Yet neither do they exist only because of some kind of forced co-operation. 6. Ledge writes that much of the pressure to form these partnerships was triggered by the need to mobilise "corporate charity" to relieve the "drugs crisis" in developing countries and attempt to avert the risk of more thoroughgoing reform of the intellectual property regime (LEGGE, 2007, p.14) . 9. The WHO, although not hegemonic in many conjunctures, is the most important of United Nations institutions with an influence on public health; but many others -UNICEF, UNAIDS, UNDP, UNEP and the World Bank − also play important roles in the health sector, the latter giving substantial leadership, especially since the 1990s (MELO & COSTA, 1995; ALMEIDA, 1995 ALMEIDA, , 2005 BROWN et al., 2007) .
10. Deneulin and Townsend (2006) report that it was formulated as a result of a measure by the Belgian government.
11. Global health diplomacy is at the coal-face of global health governance -it is where the compromises are found and the agreements are reached, in multilateral venues, new alliances and in bilateral agreements. It is a world to which outsiders find it difficult to relate, where the art of diplomacy juggles with the science of public health and concrete national interest balances with the abstract collective concern of the larger international community in the face of intensive lobbying and advocacy. No longer do diplomats just talk to other diplomats -they need to interact with the private sector, nongovernmental organizations, scientists, activists and the media, to name but a few, since all these actors are part and parcel of the negotiating process" (KICKBUSCH, 2007, p. 230 15. In only a few years, all the perhipheral economic 'miracles' were swept away in succession: first to be brought down, before the 1960s were over, were the few African success; then, in the 70s and 80s, the Latin American developmentist economies were ruined, one after another; next was the turn of the 'real socialist' countries;
and now, in the late 1990s, it is the Asian 'economic miracles' that are starting to go downhill. In this way, the 20th century too is drawing to a close leaving the strong impression that so much has been done and yet, at best, we are where we were before terms of the distribution of world power and wealth" (FIORI, 1999, p.23) . 1999 published his PhD thesis on the subject with two chapters on this discussion (Panisset, 1999 
